The shape of the mould and its effect upon the site of incision.-To secure a natural contour it is necessary to create, or even to emphasize, the normal groove between the red margin of the lip and the mental prominence ( fig. 1 , ii). This occurs most readily when the junction between the graft and mucous membrane on the internal aspect of the lip exactiy corresponds to this depression on the surface. There is always a tendency for the mucous membrane-graft junction to show some degree of contraction, and this can be encouraged. I call this the "contraction-line" and all my cases show it in a marked degree. It greatly increases the retentive shape of the cavity.
(Maxillo-Facial Unit, Hill End Hospital, E.M.S.)
The shape of the mould and its effect upon the site of incision.-To secure a natural contour it is necessary to create, or even to emphasize, the normal groove between the red margin of the lip and the mental prominence ( fig. 1 , ii). This occurs most readily when the junction between the graft and mucous membrane on the internal aspect of the lip exactiy corresponds to this depression on the surface. There is always a tendency for the mucous membrane-graft junction to show some degree of contraction, and this can be encouraged. I call this the "contraction-line" and all my cases show it in a marked degree. It greatly increases the retentive shape of the cavity.
In order that this line shall occur at the correct point it is necessary to plan the incision at operation. In very bad cases of loss of sulcus there is little intra-oral mucous membrane, the contraction line is necessarily high and the result good ( fig. 1 ). When there is a fair length of intra-oral mucous membrane the incision should be made somewhat towards the lip aspect, in order that the contraction line may develop at the correct level ( fig. 2 ).
The moulds are shaped so as to develop the contraction line at the correct level. At operation, the mould must be much larger than will ultimately be required, and all tissue must be placed upon the stretch. So far as possible it is shaped to give a slight groove at the mucous membrane-graft junction. Subsequently this is deepened and emphasized until the facial contour approximates to normal.
Adaptation and fixation of the motuld.-When teeth are present the method of fixation usually described is by means of a splint cemented to the teeth and carrying a rod to which the tray is attached by a sleeve and set-screw. This is somewhat bulky; being a one-point attachment it is unstable and very subject to leverage, and a denture cannot readily be applied around it in the later stages of treatment. The tray is placed at right angles to the teeth and at operation it is pressed down upon the mould and removed several times as the shape is adjusted. This presents some difficulty when an excess of gutta-percha is present, and the material is apt to extrude on the lingual aspect and become involved in undercuts.
This fixation has been modified with satisfactory results. The attachment of the tray to the splint is by two 6 BA screws, and therefore the routine threaded plates employed in fracture fixation are suitable. The tray is constructed to fit the alveolus where teeth are missing and so the mould material does not escape on the lingual side. The plate is screwed into position and remains in situ during the construction of the mould. To facilitate the insertion and removal of the mould the plate is attached to the teeth at a slight angle, although the freeing of the lip, which is an essential part of the operation, makes access quite easy ( fig. 3 ). In edentulous cases the difficulties of fixation are much increased. The following method has proved successful, and avoids the need for an intermediate appliance. A denture is constructed to fit the available alveolus with great accuracy and employing every device to increase stability. The teeth are so ground that the direction of the bite is markedly downwards and backwards, and not downwards and forwards as is usually the case. The anterior portion is carried forward at an angle over the area requiring the inlay just as is the metal tray in other cases. The anterior teeth are set up to produce an aesthetic result, being of course anterior to the ridge. The mould material is inserted beneath the anterior extension on the dentine . 4) . Below the teeth a twin-screw fixation is employed to carry an extra-oral bar. This is connected by light elastic tension to a trough fitting the surface of the neck beneath the mandible which is retained in position by elastoplast strapping. After six to ten days the extra-oral fixation is discarded and retention must rely, on the shape of the mould and the efficiency of the bite.
The inttermediate appliance. There is a great tendency for rapid contraction to take place in buccal inlay cavities for a considerable time after operation. This period is often underestimated and is probably longer in gunshot wounds with external scarring than in cases of developmental origin. To improve appearance and function a prosthesis carrving teeth and improving contour should be inserted at as early a date as possible.
It is practicable to have teeth on the appliance from the beginning, as in edentulous cases, and in these there is no intermediate stage. In others the tray is discarded and a denture inserted in its place. To avoid the hiatus of several days which would occur should the splint be removed and impressions taken for construction of a denture fitting the teeth, I prefer to make a denture fitting round the splint and sometimes lock this in position by inserting a screw through the denture into the splint. Bv this means positive pressure can be maintained for a lengthy period and the patient has a stable appliance during the early stages of the process of adaptation to dentures. The mould is still made uinduly large and is graduallv reduced in size as the tissues contract and the final contour is visualized.
The finzal applianice. The alveolar portion of the final appliance is constructed to a good impression, and the bite requires careful adjustment. The portion filling the inlay cavity is shaped in wax and in general follows the design of the intermediate moulds.
The groove for the contraction line becomes less marked as the over-correctioll in the mental region is reduced. Contoulr is often much improved by cutting aNway the central projecting portion to accommodate the mental pad of fat ( fig. 1 ).
[See also Fickling, B. W., Proc. R. Soc. Med., 1943, 37, 7.] Mr. P. Rae Shepherd said that one of the main features which the paper stressed was the necessity of making a really large inlay cavity; with this he was in complete agreement. The common mistake of the beginner was to make the cavity far too small.
Recent Advances in the Treatment of Jaw Injuries [Abstract] By ALEXANDER B. MACGREGOR, M.A., M.D., B.Chir., M. and L.D.S. R.C.S., S/Ldr. R.A.F.V.R. THEI vhole subject was briefly reviewved, and progress since the beginning of the present war outlined. It was stressed that, with few exceptions, advances had been mainly in technique rather than in the application of new principles. Cast nmetal cap splints still remained the basic anchorage of choice, where teeth were present, and facilities for their manufacture available. The essential principles in their manufacture and use had been -well dealt with bv Fry, Shepherd, McLeod and Parfitt (1942) . Interdental and arch wiring were still of great value particularly where conditions militated against the use of cap splints. Acrylic splints, though simple to manufacture, were bulkv in the mouth, particularlv where locks or attachments for bars had to be incorporated in them, and they had not been found in consequence to fill a very useful role.
For maxillary fractures the speaker pointed out that the plaster headcap applied over stockinet continuted to be used as a fixed point for immobilization of maxillary fragments through the intermedia of bars and wires. This headcap was only a relatively fixed noifnt owing to scalp movement over the skull, and, hence, was bv no means perfect. Suggested methods of obtaining rigid fixation, such as transfixion of the bone of the supra-orbital ridges, had not found much favour, and the plaster headcap, though imperfect, remained the standard base for methods of fixation of the maxilla. Numerous photographs were shown to illustrate the varying techniques of supporting the maxilla, ranging from the complex apparatus shown in fig. 1 by which precision adjustment in all, planes could be obtained, to the simple method previously described bv MacGregor (1944) in which wires attached to horns projecting from the headcap are passed through the cheeks, to be attached to a mandibular arch-vire, fixed bv rubber bands to a maxillarv arch-wire. The difficulties of reposition of the maxilla, particularlv in bringing it forward or getting it uip at the back after displacement, even after mobilizing the fragmenlt, or fragments, with lion or other forceps wvere stressed. Photographs were shown of patients
